Conclusions This study provides insight into the reasons why people avoid others with mental health problems. The results can provide input into the design of anti-discrimination interventions and further empower people with mental health problems as they advocate for change in the area of discrimination.
Background
Discrimination may profoundly impact the life of a person with a mental health problem. It is a barrier to social participation, limiting personal relationships and the ability to achieve educational and vocational goals [1, 2] . It may also worsen psychological distress, inhibit help seeking, and reduce treatment adherence [3, 4] .
While the majority of studies in the area of stigma have involved the assessment of attitudes towards people with mental health problems, a number of recent studies have explored the experiences of people with these problems, most commonly in clinical populations or people with one specific disorder (most commonly schizophrenia) [5] [6] [7] [8] . Population-based surveys have found mean prevalence estimates of unfair treatment of between 16 and 37% in highincome countries [9] [10] [11] . Yet, in spite of these relatively high prevalence estimates, there has been no systematic study of those who behave in a discriminatory or more supportive way towards people with mental health problems.
In 2014, an Australian population-based survey was conducted, the National Survey of Discrimination and Positive Treatment Associated with Mental Health Problems [12] . The survey involved 5220 Australians aged 18 +, 1381 of
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whom reported a mental health problem or scored highly on a symptom screening questionnaire. Questions covered experiences of avoidance, discrimination, and positive treatment by friends, spouse, other family, workplace, educational institution, and others in the community. The results showed that in most domains, respondents reported more positive treatment experiences than avoidance or discrimination, e.g., 50% of respondents reported being treated more positively by friends, while 22% reported being avoided and 14% reported being discriminated against. The only domain in which discrimination occurred more frequently than positive treatment was in looking for work [13] .
Given the relatively high prevalence of both discrimination and positive treatment, it is striking that there have been no studies directly asking about the experiences of those who have either discriminated against people with mental health problems or treated them more positively. However, in the absence of existing literature on people's own reports of their discriminatory or supportive behaviours towards people with mental health problems, it may be useful to look at existing literature on self-reported behaviours towards other groups of people who may be stigmatised, including people from the Lesbian, Gay, Bisexual, Transgender, Intersex (LGBTI) community. LGBTI individuals, similarly to people with mental health problems, may choose to conceal their potentially stigmatised characteristics. A small number of studies have explored discriminatory behaviour towards gay people, finding high prevalence of discriminatory behaviour, with older people and those who had less direct contact with gays and lesbians more prone to discriminate against them [14] [15] [16] .
However, there are limitations in comparing research into discrimination against LGBTI people with that against people with mental health problems, as there is evidence that prejudices and stereotypes are different [14, 16] . There is, therefore, a need for research to better understand the ways in which people characterise their behaviour towards people with mental health problems and to understand the reasons and determinants of those behaviours. This study, which is part of a broader study into experiences of discrimination and positive treatment of people with mental health problems, aims to shed light on these questions.
Methods
This paper reports data from the National Survey of Discrimination Associated with Mental Health Problems, which surveyed Australians about experiences of discrimination and positive treatment related to mental health problems. For detailed survey methodology, see Reavley and Jorm [12] . Briefly, the survey involved computer-assisted telephone interviews (CATI) with a national sample of 5220 members of the general community aged 18 years and over. The sample was contacted by randomdigit dialling of both landlines and mobile phones (dual frame design). Interviews were conducted between October and December 2014 by the Social Research Centre survey company. The average interview length was 19.4 min. Ethics approval was obtained from the University of Melbourne Human Research Ethics Committee.
Survey interview
Initial questions covered sociodemographic information (age, gender, marital status, postcode, country of birth, language spoken at home, level of education, and Aboriginal and Torres Strait Islander status). It also included questions about the respondent's own experience of mental health problems defined in the following way: "by a 'mental health problem', we mean a period of weeks or more when you are feeling depressed, anxious, or emotionally stressed, and these problems are interfering with your life. Mental health problems could include, for example, depression, anxiety disorders, eating disorders, schizophrenia, bipolar disorder, or personality disorders". They were then asked whether they had experienced avoidance, discrimination and positive treatment (see [12, 13, 17, 18] for further details).
Respondents were then asked whether they knew someone else with mental health problems. Those who reported definitely knowing someone with a mental health problem were asked if they knew more than one person. In such cases, they were asked to think about the person that they knew best. They were asked about the mental health problem that the person had how they knew the person had the problem, and the person's age, gender and relationship to the respondent. Those who knew someone with any of the following mental health problems were considered in scope: depression/major depression, attempted suicide or self-harm, anxiety/anxiety disorder, post-traumatic stress disorder/ PTSD, agoraphobia, panic disorder, obsessive-compulsive disorder/OCD, social phobia, generalised anxiety disorder/ GAD, eating disorder/ anorexia/bulimia, schizophrenia/paranoid schizophrenia, schizoaffective disorder, psychosis/psychotic, bipolar/bipolar disorder/manic-depressive disorder, mental illness, personality disorder/borderline personality disorder, attention deficit-hyperactivity disorder/ADHD, autism/Asperger's, and nervous breakdown. Respondents were then asked if, in the last 12 months, they themselves had avoided the person or anyone else with a mental health problem, treated the person or anyone else unfairly, or treated the person or anyone else more positively because of their mental health problems. Those who answered in the affirmative were asked to describe what happened.
Statistical analysis
The data were analysed using percent frequencies and 95% confidence intervals. A pre-weight was applied to adjust for the dual frame design and the respondent chance of selection. The achieved sample was close to the Australian national population in terms of geographic distribution; however, there was an under-representation of males and of younger adults and an over-representation of universityeducated individuals and people with an English-speaking background. These biases were adjusted for by 'raking' (also known as rim weighting or iterative proportional fitting) to account for known population proportions of gender, age, education level, region and telephone status, with age and gender based on Australian Bureau of Statistics (ABS) estimated population data from March 2014 [19] , level of education and region based on ABS 2011 census data [20] and telephone status based on 2011 Australian Communication and Media Authority data [21] .
Associations between respondent characteristics (sociodemographic and own experience of mental health problem), characteristics of the person known to the respondent (gender and relationship to respondent), and respondent avoidance, discrimination or positive treatment were assessed with multiple logistic regression. The dependent variables were coded into two categories: yes vs no. Covariates were gender; age (coded into three groups: 18-29 years, 30-59 years, 60 + years); language spoken at home (other vs English); level of education (bachelor or above vs below bachelor); having experienced a mental health problem (yes vs no); gender of person known to respondent; category of mental disorder of the person known to the respondent: depression, anxiety disorder (including PTSD and OCD), bipolar disorder, any other disorder (including attempted suicide or self-harm, eating disorder, schizophrenia, schizoaffective disorder, psychosis/psychotic, personality disorder, ADHD, autism/Asperger's, nervous breakdown, mental illness) and relationship to respondent (multiples accepted). For the last variable, only those categories into which more than 5% of the sample fell were included, namely, family member, friend, spouse, or work colleague. All analyses were performed using Intercooled Stata 13 (StataCorp LP, Texas, USA).
Content analysis
The open-ended verbatim responses for each question were contained in three datasets. Each coding system followed the same development process. The responses in each data set were coded and categorised using the content analysis principles outlined in Crowe et al. [22] . One author (A. R.) read all the responses to a given question and drafted a coding system. This system contained instructions, examples, and counterexamples from the data set. It was partly based on existing coding frameworks that were developed as part of this research (described elsewhere, e.g., [13, 17] ). A random sample of responses (between 6 and 10% depending on whether the responses were given to the question about avoidance, discrimination or positive treatment) was then independently double-coded by a second author (A. J. M.) to test and refine the coding system. Agreement was then evaluated and any coding discrepancies were resolved by discussion between the coders and, where necessary, a third author (N. J. R.). Changes to the coding system's instructions and/or categories were also made during this process. Once the coding system was finalised, one author (A. R.) coded the remaining responses in the data set, discussing any that were difficult to code with a second author. Responses could be coded into more than one category. Responses which could not be interpreted did not make sense within the context of the question or required the coder to make strong assumptions about the participant's meaning were categorised as "unable to code" and excluded from subsequent analyses. Only categories with frequencies greater than 5% are reported below.
Results
Overall, 5220 interviews were completed, with 2589 on landlines and 2631 on mobiles. The standard response rate for the survey was 37.5% and the American Association of Public Opinion Research (AAPOR) response rate (which enables a more accurate assessment of the response rate, as some households that refuse the screening process would in fact be in scope) was 18.5%. The sample characteristics are given in Table 1 . Table 2 shows respondents' treatment of other people with mental health problems. Respondents reported that their positive treatment of other people with mental health problems was more frequent than avoidance, which was more frequent than discriminatory treatment.
Qualitative content analysis led to the description of broad categories of experiences for each of the following domains (totals may add to more than 100%, as responses could fit in multiple categories): avoidance, discrimination, and positive treatment. Examples from each category are provided for illustration, with the respondent's gender, age group, and the mental health problem(s) of the person that they knew given after each quote.
Reasons for avoidance

Difficulty managing/tolerating person's symptoms/ behaviour
187 respondents (36%) mentioned that the person's symptoms, behaviours, or mental health were difficult to manage, or caused concern, annoyance, or frustration for the respondent.
Because she could get quite cranky and sort of angry. Sometimes she would accuse you of something you hadn't done. She also upset one of my friends.
(Female, age range 60-65, reporting on a person with bipolar disorder) Anger/arguments/frustration 25 respondents (25%) reported getting "angry", "frustrated", or "impatient" with the person (or similar terms).
Because they can really get a bit aggressive. I guess they can't control it. Instead of defusing the situation, I argue back. I don't think properly, I kind of forget and I get a bit angry. Then I realise that it is not right. 
Being dismissive
Six respondents (6%) mentioned dismissing that the person's illness was real, or that it was serious and caused suffering.
To be honest I don't really believe in mental health problems, like I do to a certain extent but when it comes to anxiety I believe it's a bit of a load of <exple-tive removed> and get over it and get on with life just like everyone else does. (Male, 18-19, reporting on a person with depression/anxiety disorder)
Reports of positive treatment
Non-specific support 986 respondents (50%) mentioned being supportive or more supportive than usual.
Being a little more helpful, being more supportive. Practical assistance with daily tasks 166 respondents (8%) mentioned assisting the person with daily tasks, e.g., housework/chores, food preparation, providing transport, or walking pets.
… did her shopping, and took her shopping when she could go in her wheel chairs. (Female, 70-74, reporting on a person with depression) …we also give help with caring of the children and babysitting so that they can attend the meeting that support them. (Female, 60-64, reporting on a person with anxiety disorder/eating disorder) …I've also had to take her to the doctors, I try to be there for her… (Female, 55-59, reporting on a person with schizophrenia)
Checking on them 119 respondents (6%) mentioned checking on the person to see that how they were going and whether they were okay.
Always making sure they're okay and checking up on them. Predictors of self-reported avoidance, discrimination, and positive treatment
Overall, there were few consistent predictors of respondent avoidance, discrimination, and positive treatment. Respondents aged 60 + were less likely to avoid and discriminate against someone they knew with a mental health problem (see Table 3 ). Friends were less likely to avoid the person and family members and spouses were more likely to discriminate against the person. Respondents were more likely to treat a person with depression more positively than people with other kinds of mental health problems.
Discussion
This paper reports results of the first national populationbased survey to assess how respondents treat people that they know who have mental health problems. This is of value, because, while a person with mental health problems may describe their experiences, only the person acting in a discriminatory or supportive way can give their reasons for these behaviours. The results of this study showed a greater frequency of reported positive treatment than avoidance or discrimination. While this pattern mirrors that of experiences described by respondents of the survey who had mental health problems, in this case, the frequencies of discrimination were much lower and the frequencies of support were much higher, e.g., 50% of people reported being treated more positively by friends, while 73% of respondents engaged in self-reported positive behaviours; 14% of people reported discrimination from friends, while 5% of respondents engaged in self-reported discrimination [12] . Social desirability may also have influenced responses to the questions about self-reported behaviour, with people less willing to admit avoidance or discrimination. These findings may reflect the difficulty in interpreting another person's actions as 'discrimination' or 'positive treatment'. There is evidence of relatively high levels of anticipated discrimination in people with mental health problems, and it is possible that a person with a mental health problem may interpret another person's actions as discrimination when someone who does not have a mental health problem would not [6, 7] . However, the previous results from this survey showed that when respondents reported on how a person that they knew with a mental health problem was treated by others, the frequencies were close to those that people with mental health problems themselves reported [12] . It is also possible that people act in ways that are discriminatory without necessarily realising or intending to, perhaps due to underlying assumptions about the capacities of people with mental health problems. Antistigma campaigns that directly focus on such behaviours may play a role in overcoming discrimination [23, 24] . Having difficulty tolerating the person's symptoms and behaviour or needing time out were the most commonly mentioned reasons for avoiding the person. This is also reflected in the discriminatory behaviours, for which the most commonly mentioned category was reducing or cutting off contact. In the context of the often considerable responsibility that close family members or friends of a person with severe mental health problems take on, this is not surprising [25, 26] . The findings indicate that avoidance was largely due to the behaviour of the person the respondent knew, rather than to stereotypes or misinformation about people with mental health problems. This suggests a need for education that incorporates both acknowledgements that supporting a person with a mental health problem may be difficult and advice on how to provide appropriate support.
These findings mirror the experiences described by respondents of the survey who had experienced mental health problems, and by other studies of service users with mental health problems, who describe being shunned or avoided as the most common experiences [5, 6, 8] . Among the supportive actions, non-specific support and maintaining or increasing contact were the most commonly nominated behaviours. These findings are in line with a national survey of how people helped someone they knew well who developed a mental health problem [27] . The most commonly reported actions were listening to the person, providing support and information and encouraging them to seek appropriate professional help.
Analysis of predictors of avoidance, discrimination, and positive treatment showed that family members and spouses were more likely to discriminate against the person, possibly because avoidance is more difficult in the context of these relationships. These findings point to a need for more support for family members of people with mental health problems. While resources for 'carers' are available, family members of people with common mental disorders (rather than low prevalence disorders) may not consider this role to be applicable to themselves and there may be a need for psychoeducation specifically targeting family members of people with anxiety and depressive disorders. Public education campaigns could also focus on families of people with these disorders, acknowledging the likely impact on them and giving information about how to support the person while also accessing support and practicing good self-care. Respondents were more likely to treat a person with depression more positively, which may be due to improved community mental health literacy in relation to depression [28] . Analysis also showed that older people were less likely to avoid the person or to discriminate. This is somewhat contradictory to the previous research which shows that older people are more likely to desire social distance from a person with mental health problems [29] . It is possible that older people do not see their behaviours as discriminatory or have already ceased contact with those they wish to avoid.
This study has several strengths. It is the first study to assess, at a population level, the self-reported discriminatory and positive behaviours towards people with mental health problems. Limitations of the study include social desirability bias and future studies could incorporate a measure of this to explore its association with self-reported behaviour towards those with mental health problems [30] . In addition, the relatively low response rate of 37% which, while in line with other similar Australian surveys, may limit the generalisability of the results [31] . It is also possible that while the questions specifically ask about respondent treatment of the person 'because of their mental health problems', some of the responses reflect interpersonal problems that respondents ascribe to the person's mental health or their diagnosis, but are in fact unrelated. Moreover, the most common disorders reported in those respondents knew were depression and anxiety disorders and the reasons for avoidance and discrimination may not translate to those with low prevalence disorders.
It is hoped that the results of the current study can assist people with mental health problems and others in their social networks to better understand each other's actions and provide input into the design of anti-discrimination interventions, for example, public education about how to support someone with a mental health problem.
